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Only eleven cases of appendico-cutaneous fistula have been reported so far1l4. We describe a case where a fistula formed between the appendix and the anterior abdominal wall.
CASE HISTORY
A man aged 79 was admitted with a painful swelling in his right groin of seven days' duration. He also gave a history of feeling unwell, malaise and fever with rigors. He had undergone a right inguinal hernia repair 50 years earlier. His medical history included rheumatoid arthritis, myelodysplasia and well-controlled polymyalgia rheumatica and he was taking prednisolone 5 mg and co-amilofuse 5/40 two tablets daily.
His temperature was 38°C and his pulse rate was 1 10. There was a tender red swelling approximately 2.5 cm in diameter, with a small central necrotic area, just above the previous inguinal hernia repair scar. Abdominal examination was otherwise unremarkable. Apart from a neutrophil leucocytosis (white cell count 42.6 x 109/L), haematological and biochemical tests were normal. A pyogenic abscess was diagnosed and the lesion was incised and drained. However, it did not heal and began to discharge faeculant material. Small-bowel meal and follow-through showed a fistulous tract from the right colon to the anterior abdominal wall. A fistulogram showed a narrow tract leading, possibly through the appendix, to the caecum (Figure 1 ). On colonoscopy the caecum was normal. When the patient was readmitted later for operative management of the fistula it was apparent that the tip of a long appendix was herniating through the abdominal wall (Figure 2) . At laparotomy the appendix was dissected out and an appendicectomy was performed. The fistulous tract in the abdominal wall was then excised and left to heal by secondary intention. On histological examination the appendix had no features of inflammation or ischaemia, and there was no faecolith. COMMENT Appendico-cutaneous fistula is believed to result from perforation of the appendix onto the anterior abdominal wall, as a result either of acute appendicitis or of faecolith obstruction of the appendix5. In neither condition was present. We believe that adhesions were formed between the appendix and the peritoneum at the site of the previous inguinal hernia repair. Appendicitis developed in this adherent appendix, involving the previous hernia repair scar and presenting as the right groin abscess. Steroids may have masked the signs of acute appendicitis, and probably contributed to the abscess formation. Subsequent incision and drainage of a pyogenic abscess resulted in healing of the appendicitis and formation ofthe appendico-cutaneous fistula. Appendicectomy and excision of the fistulous tract is the treatment advocated for this rare condition.
